Dr. H. J. BANKS-DAVIS: I thought the case was one of cesophageal carcinoma implicating both recurrent laryngeal nerves, hence the double abductor paralysis: this is not uncommon, and double abductor paralysis when no obvious signs are present should always suggest the possibility of an aoophageal growth before dysphagia is marked. This patient has the increased salivation and mucus in the pharynx, which is always suggestive of this condition as a cause of double paralysis. Sir STCLAIR THOMSON: Dr. Wylie showed me a skiagram indicating stenosis in the cricoid region, and that would confirm the view which has been expressed: malignant disease of the tetro-cricoid region, imnplicating the recurrent laryngeal nerve.
Dr. WYLIE (in reply): The notes were written in a hurry: I only saw the case for the first time last week. A skiagram was taken, but it showed nothing definite. I sent him yesterday to Dr. Ironside Bruce, and on the screen he states that food became impacted at the level of the aorta, and drew a diagram of the position. Therefore, in my opinion, the case is one of malignant growth of the cesophagus. I cannot see in any literature a case in which malignant disease, even of the cesophagus, affected both vocal cords.
Sarcoma of the Nose; Modified External Operation
(Moure's Lateral Rhinotomy).
By ANDREW WYLIE, M.D.
PATIENT, a male, aged 43, has attended my clinic at the Central London Ear, Nose and Throat Hospital for several years, suffering from sarcoma of the ethmoidal region of the nose, which waa removed several times with forceps and curette.
In November, 1918, after a prolonged absence, he came to the hospital with the left eye somewhat bulging, the left cheek inflamed, and the nose swollen and red on the left side. The swelling in the left nostril was like an abscess. I admitted him as an. in-patient, and a deep incision was made from the inner canthus of the eye down to the alk of the nostril, and a horizontal incision along the infra-orbital ridge. This triangular piece of skin and cellular tissue were dissected from the bone, and a good view obtained of the growth. A large quantity of sarcomatous tissue and carious bone were removed, the piece of skin stitched back into place, and a large tube put in the nose. The result is satisfactory so far.
Section of Laryngology 163 DISCUSSION.
Dr. PERRY GOLDSMITH: Dr. Wylie has obtained an excellent result. It is four months after the operation, but I cannot see anything in-the nose to excite remark.
Dr. W. HILL: These cases of sarcoma do so very well under radium that I doubt whetlier we are justified in resorting to surgical operation for them without having first tried radium.
Mr. O'MALLEY: I have had cases which have given me considerable difficulty, but after witnessing this successful issue of Dr. Wylie's case, I am doubtful whetber one ought to waste time with radium, or incur the expense of it.
Dr. DAN MCKENZIE: Here you are dealing with growth in the ethmoidal region, where there is much bone, and you are not sure where the growth is, or how far it extends, and in that region there are some important structures. I do not know what the effect of radium would be on the optic nervse or retina, but perhaps I may hear something which will calm these apprehensions.
Dr. W. HILL: I can confirm Dr. McKenzie's apprehensions. I had a case of malignant disease in which the patient came from Australia to have radium applied. It was a sarcoma high in the ethmoidal region. After three or four doses 'of radium the whole growth, apparently, had disappeared. But on the sixth day the patient became ill and died, from what we believed to have been thrombosis of the cavernous sinus, possibly there was thrombosis of vessels inside the brain. Death from thrombosis following operations in this region is not unknown. It never occurred to me to attribute the patient's death directly to the radium treatment, but one cannot be too positive that it was not accelerated by it. He had ocular but no mastoid symptoms.
Sir STOLAIR THOMSON: I am very glad to see that Moure's operation is becoming popularized, because I was one of the first in this country, to recommend it. I have recorded two cases, in which the patients are still alive, one nine and the other either seven or eight years since the operation. In one the growth was sarcoma, in the other epithelioma. There was malignant disease in the ethmoid region of the nose, completely filling the antrum in one of the cases. The ease with which the operation is carried out and the field obtained surprise everybody. It should be still more popularized, because either Moure's or Rouge's operation, or a combination of the two, would practically abolish the fearful operation of removal of the upper jaw. No doubt Dr. Wylie found at the operation that one incision is enough from the inner canthus, going down just to the edge: this I did not discover until I had done a few cases. I used to make an incision under the eye, but the skin is so friable that it is not wise, and you can turn back the cheek as far as the malar eminence.
Mr. MOLLISON: At Guy's Hospital I had a case of sarcoma of the right upper jaw, which was referred to the dentist, as it was thought to be a dental cyst. I found it was a sarcoma, and I thought radium would be better than removal by the knife. I sent him to the Radium Institute, and they replied they would far rather the growth were removed in the ordinary way, and radium applied subsequently if necessary.
Mr. WORTHINGTON: I have had a case similar to Mr. Mollison's, but with the opposite experience. It was diagnosed by the dentist and by another surgeon and myself as a dental cyst. As the man had some work to do, I told him there was no hurry and advised him returning in about two months for the operation. In three weeks he came back with a swollen cheek. I cut into the swelling and found it was sarcoma. I have a section of it. I sent the case to Dr. Hill and asked him to apply radium. That was done and the patient returned in a few days to Exeter. In a week the growth had vanished. That was five years ago, and to this day there is no sign of recurrence.
Chronic Unilateral Laryngitis for Diagnosis. By ANDREW WYLIE, M.D., and ARCHER RYLAND, F.R.C.S. PATIENT, a soldier, aged 39, was admitted to the Seventy-third General Hospital in France, on November 24, 1918, for "boils," and was referred to the throat department, on December 2, for pain in the larynx.
December 15: The appearance of the larynx was very suggestive of early carcinoma of the right true cord, and he was recommended for evacuation to England for laryngo-fissure, if the diagnosis of carcinoma was confirmed.
December 18: The patient was admitted to the Central London Ear and Throat Hospital, with thickened and inflamed true cord. Its movement was impaired. It does not adduct to the middle line. There is thickness of the right arytenoid region of the vocal process. The voice is hoarse. There is no enlargement of the cervical glands. No definite 'diagnosis was made, but pot. iod. and mercury was administered.
March 3, 1919: There is still a marked unilateral laryngitis of the right cord, which is reddened, swollen and thickened along its whole length. The vessels are injected. There is no evidence of ulceration, nor of subglottic growth. There is no cough, spit, nor loss of weight.
Mr. Ryland states, on careful examination, that there is some
